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The patient returned in February I994 with critical 
ischemia ofhis left foot, which was successfully managed by 
a left axillofemoral bypass. At this time he was noted to have 
a pulsatile mass in his right popliteal fossa. Ultrasonography 
showed the transverse diameter of the vein cuff to be 25 
mm, expanding to 28 mm on repeat scanning 6 months 
later. Magnetic resonance angiography was performed to 
obtain a view comparable with that of the initial completion 
angiogram; it confirmed the cuff diameter to be 28 mm 
(Fig. 1). The patient remains asymptomatic with regard to 
the dilated vein cuft; although is general medical condition 
is deteriorating. He is receiving warfarin, and a policy of 
active surveillance is being continued. 
D ISCUSSION 
When Miller et al. first described the interposition vein 
cuff, they stated that the segment of vein used should be 
four to five times longer than the arteriotomy and 2 to 3 mm 
in diameter. Other authors who have reported adopting 
Miller's technique, however, have not described the maxi- 
mum diameter of saphenous vein that can be used with 
safely. In view of the relevance of Laplace's law to blood 
vessels, however, it does seem likely that there is an optimal 
size for a Miller cuffthat is dictated both by the diameter of 
the long saphenous vein used and by the length of the 
arteriotomy, and that above this size, progressive dilatation 
of the cuffis a possibility. In the patient described above, the 
mechanical consequences of a large cuff may have bcen 
compounded by the use of a vein with a relatively poor 
media, although this was not apparent at the time of the 
procedure. 
We thank Dr. Francis Smith, Consultant in Nuclear 
Medicine, and Dr. R. Mahaffy, Consultant Radiologist, 
both ofAberdeen Royal Infirmary, for supplying the radio- 
graphic images. 
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24/41/72594 
Regarding "Laparoscopic vascular surgery: Four 
case reports" 
To the Editors: 
In their article (J Vasc Surg 1995;22:73-9) Berens and 
Herde reported four cases of laparoscopic vascular proce- 
dures. The term video-assisted aortoiliac reconstructions 
would probably be more appropriate because a small 
laparotomy was required for performing the proximal 
anastomosis. The authors preferred the transperitoneal 
approach using a gasless technique with the help of an 
abdominal wall-lifting device. 
Between January and December 1995, we performed 
five laparoscopy-assisted procedures. All patients under- 
went aortobifemoral bypass with a proximal end-to~ 
side anastomosis. In contrast to the technique described by 
Berens et al., we used a retroperitoneal access in all cases. 
After posifioning the patient on the right side, a small 
incision (5 to 6 cm) was made, and a cavity was created with 
the help ofa balloon dissector under direct vision of a 30 ° 
laparoscopic video camera. The abdominal wall was elevated 
with the wall-lifting system for bettet exposure of the 
retropetitoneal space. The aorta was dissected out from the 
bifurcation to the origin of the renal arteries. Five valveless 
trocars were used in addition to the 5- to 6-cm worldng 
incision required for suturing the proximal anastomosis of
the bifurcated graft. Tunneling from the groin to the aorta 
was performed under direet control of the video camera in 
three patients and with the help of the ballon dissector with 
a camera inside in two. All patients could be fully mobilized 
on the first postoperative day and werc discharged after a 
mean hospital stay of 7 days. Mean operative time for all 
procedures was 260 minutes. 
In our own experimental nd clinical experience, we 
found the retroperitoneal approach more convenient than 
the transperitoneal access. In two carlier transperitoneal 
cases we had to abandon the laparoseopy-assisted proce- 
dures because we were unable to sufficiently retract he 
intestine. Using gasless laparoscopy without a pneumoperi- 
t0neum allowed us to use standard surgical instruments for 
suturing the proximal anastomosis. Even morc important in 
terms of patient safety was probably the possibility ofusing 
a regular vascular clamp for proximal aortic crossclämping, 
which proved to be beneficial in two cases with a severely 
caMfied aorta. 
In conclusion, retroperitoneal gasless video-assisted 
procedures can be performed safely in infrarenal aortoiliac 
reconstructions eren in morc obese patients. Whether 
gasless laparoscopy offers any advantages in a clinical setting 
over laparoscopy using a pneumoperitoneum remains to be 
seen. A complete laparoscopic aortofemoral replacement 
using a pneumoperitoneum without any auxillary incisions 
was reported most recently. 1 It remains to be seen which 
laparoscopic technique will gain wider acceptance in a 
clinical setting. 
Ralf Kolvenbach, MD 
Andreas Lohmann, MD 
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Fig. 1. Angiogram shows aneurysm with sharp angulation at proximal neck. Note proximity of 
vertebral (straight arrows) and internal mammary "curved arrows) arteries. 
Augusta Hospital 
Amalien Str. 9 
40472 Duesseldorf 
Germany 
REFERENCE 
1. Ahn SS, Clern M, Braithwaite BD, et al. Laparoscopic 
aortofemoral bypass: initial experience in an animal model. Ann 
Surg 1995;222:677-83. 
24/41/72925 
Reply 
To the Editors: 
We would like to congratulate Drs. Kolvenbach and 
Lohmann in accomplishing five laparoscopy-assisted aorto- 
bifemoral bypasses. We believe that the gasless laparoscopic 
approach is the safest and most easily accomplished tech- 
nique in performing laparoscopic vascular surgery. They 
have extended this procedure to the retroperitoneal posi- 
tion with reported success. We believe that both the 
transperitoneal and retroperitoneal approach with adequate 
exposure can be performed safely. Using the peritoneum to 
assist in providing exposure via the retroperitoneal approach 
makes intuitive sense. However, tunneling the right limb of 
the aortofemoral graft would likely be more difficult with 
the patient positioned on the right side, and, certainly, in 
patients with previous left colon operations, this approach 
would be considerably more difficult. 
We look forward to the full publication of their tech- 
nique, and we welcome them to the increasing number of 
surgeons who have per formed laparoscopic vascular surgery 
and who arc attempting to perfect his difficult echnique. 
Eric S. Berens, MD 
James R. Herde, MD 
6506 E. Carondelet Dr. 
Tucson, AZ 85710 
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Endovascular repair of  subclavian artery aneurysm 
To the Editors: 
We performed endovascular repair in a 72-year-old 
woman who had increasing pain and paresthesia in her left 
hand as a result ofa large, expanding subclavian aneurysm 
(Fig. 1). An Amplatz extra-stiffguide wire was placed via the 
femoral artery and advanced until it could be retrieved from 
the surgically exposed left brachial artery. A 14F introducer 
sheath and Coon's dilator were advanced over the guide 
wire into the brachial artery and through the aneurysm into 
the subclavian artery. The graft-stent combination, which 
consisted of an 8-mm woven Dacron graft lined with 
self-expanding stainless teel Z stents was inserted via the 
sheath. An angiography catheter was passed upwards from 
the groin to enable an angiographic scan to check the 
position of the system without the need for catheter 
exchange. The graft-stent combination was deployed by 
